M
any cryptogenic strokes are thought to originate from emboli with distant origins, such as unrecognized cardiac sources and nonstenotic atherosclerotic plaques. 1 Emboli from a central source may cause limb, mesenteric, renal, and splenic infarcts. Although symptomatic systemic infarcts are rare, 2 asymptomatic visceral infarcts are commonly found in patients with recent stroke, 3, 4 raising the possibility of a common embolic source. We hypothesized that visceral infarcts are more common in patients with cardioembolic and cryptogenic strokes than strokes caused by small-vessel occlusion or large-artery atherosclerosis.
Methods

Design
We performed a cross-sectional study of patients prospectively enrolled in CAESAR (Cornell Acute Stroke Academic Registry). Our institutional review board approved this study. Deidentified data are available from the corresponding author on request.
Patient Population
We included all patients with ischemic stroke admitted to our hospital from 2011 to 2015 with a contrast-enhanced abdominal computed tomographic (CT) scan within 1 year of admission (Methods in the online-only Data Supplement).
Measurements
Medical records were reviewed by 3 neurologists who adjudicated ischemic stroke subtype per the Trial of ORG 10172 in Acute Stroke Treatment classification. 5 Neurologists involved in adjudication had no knowledge of the abdominal CT results.
Our primary outcome was the presence of at least 1 visceral infarct (renal or splenic) on abdominal CT. A board-certified radiologist blinded to clinical information, including stroke subtype, graded visceral infarcts as absent, possible, or probable (Methods in the onlineonly Data Supplement). Our primary definition of visceral infarct comprised possible and probable infarcts to maximize sensitivity.
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and multiple logistic regression (Methods in the online-only Data Supplement).
Results
Among 1721 patients with ischemic stroke registered in CAESAR from 2011 to 2015, we identified 229 with an abdominal CT within 1 year of admission for stroke. The demographic features, vascular comorbidities, and distribution of stroke subtypes of included patients were similar to ineligible CAESAR patients ( Table I in the online-only Data Supplement).
Of 229 eligible patients, we excluded 2 because artifact resulted in nondiagnostic abdominal CT quality. We excluded an additional 24 patients from our analysis of splenic infarcts because 3 were asplenic and 21 scans lacked portal venous imaging. Overall, 59 patients had at least 1 visceral infarct ( Figure) . Patients with and without visceral infarcts had similar demographics, vascular comorbidities, and indications for abdominal imaging ( Table 1) .
The prevalence of visceral infarcts differed among patients with stroke caused by cardioembolism (34.2%; 95% confidence interval [CI], 23.7%-44.6%), undetermined source (23.9%; 95% CI, 15.0%-32.8%), and large-artery atherosclerosis or small-vessel occlusion (12.5%; 95% CI, 1.8%-23.2%; P=0.03; Table 2 ). In multiple logistic regression models adjusted for demographics and vascular comorbidities, we found significant associations with visceral infarction for both cardioembolic stroke (odds ratio, 3.5; 95% CI, 1.2-9.9) and stroke of undetermined source (odds ratio, 3.3; 95% CI, 1.1-10.5).
The detailed results of several secondary and post hoc analyses are presented in Table 2 and discussed in Results in the online-only Data Supplement.
Discussion
Among patients in a prospective stroke registry, we found significant associations between stroke subtype and visceral infarcts. Patients with cardioembolic stroke showed the highest prevalence of visceral infarcts, followed by cryptogenic stroke, large-artery atherosclerosis, and small-vessel occlusion. These results were consistent across different definitions of cryptogenic stroke.
Prior studies of abdominal magnetic resonance imaging in patients with cardioembolic stroke show a 20% prevalence of visceral infarcts. 3, 6 Our results build on these studies by demonstrating the prevalence of visceral infarction differs across ischemic stroke subtypes. We found no visceral infarcts among patients with lacunar stroke, supporting this stroke subtype as a distinct entity resulting from in situ occlusion of the cerebral vasculature. Compared with patients with small-vessel stroke, those with other stroke subtypes had a significantly higher prevalence of visceral infarcts, suggesting a shared etiology in the form of cardiac embolism and large-artery atherosclerosis. The high prevalence of visceral infarcts in strokes of undetermined etiology supports the emerging consensus that cryptogenic strokes arise from embolic sources. 1 Our study has several limitations. First, we included only patients who underwent abdominal CT during the course of routine clinical care, thereby potentially introducing selection bias. However, our comparison of included and excluded patients showed no difference in demographics, vascular comorbidities, or distribution of stroke subtype. We found no association between indication for abdominal scans and presence of visceral infarcts. Second, we included CT scans obtained within 1 year of admission for stroke to broadly capture acute or subacute visceral infarcts; changes in patients' health in the year preceding or after admission may affect the prevalence of visceral infarcts. However, analysis of CT scans obtained within 28 days of admission showed generally similar findings although this analysis' small sample precludes definitive conclusions. Third, our results may have included hypoattenuating lesions that mimic infarcts, such as renal cysts. To maximize our sensitivity for visceral infarcts, we included findings with characteristic appearance based on strict criteria (probable) and less characteristic but compatible appearance for infarcts (possible). Our finding that possible infarcts are more discriminative than probable infarcts is likely because of the small sample size resulting from overly strict diagnostic criteria for probable infarcts, which reflects the challenges of diagnosing visceral infarcts on CT. Fourth, our analysis involved a single-center cohort and may not generalize to other populations with stroke.
We found that visceral infarcts were more common among patients with stroke because of cardiac or cryptogenic sources than in noncardioembolic subtypes. In a post hoc analysis, we found that visceral infarction was also more common in largeartery stroke when compared with small-artery stroke, which may reflect multifocal atherosclerosis affecting both proximal and distal sites. Our findings suggest that the detection of visceral infarcts in a patient with cryptogenic stroke might be a clue to an underlying cardioembolic source or aortic atherosclerosis. 
